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Abstract
In September 2017, the Child Neurology Society (CNS) convened a special task force to review
the practice of child neurology in the United States. This was deemed a necessity by our
membership, as our colleagues expressed discouragement and burnout by the increase in
workload without additional resources; reliance on work relative value units (wRVUs) as the
sole basis of compensation; a push by administrators for providers to see more patients with less
allotted time; and lack of administrative, educational, and research support. The CNS Task
Force designed and distributed a survey to multiple academic divisions of various sizes, as well
as to private practices. Our findings were strikingly similar across different practices, demon-
strating high workloads, lack of resources, poor electronic medical record support, and high
provider symptoms of fatigue and burnout. From the results, the CNS Task Force has con-
cluded that wRVUs cannot be the sole basis of compensation for child neurology. We have also
made several specific recommendations for alleviating the current situation, including in-
novative ways to fund child neurology as well as ways to enhance job satisfaction.
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Introduction
Child neurologists evaluate children with complex medical issues, whose care cannot be
managed in a typical 15- to 20-minute pediatric visit. In addition, they must counsel parents
who are under stress and have a multitude of questions. These patients typically require
multidisciplinary team care and ongoing case management to attain optimum outcomes and
quality of life. The time required for this intensive, diagnostic approach and multidisciplinary
care plan not only results in better direct outcomes for the child and family, but also in
decreased emergency room visits, fewer unscheduled hospitalizations, and less burden on the
primary care provider.

A developing critical shortage of child neurologists is making patient access difficult and
increasing the burden on the remaining and strained workforce. Increasing the number of child
neurologists is therefore essential for the future of children with neurologic disorders. To help
increase this number, child neurologists spend many hours training the future generation of
child neurologists and other health care providers. However, this educational mission is only
possible with the proper support structure and with the recognition that these efforts will affect
clinical productivity.

All physicians have a practice ideal of how to manage their patients clinically, viewing care as
a mission. Failing to consistently meet patient needs has a profound effect. As stated in one
article,1 physicians are not burning out, they are experiencing “moral injury”—where there is
direct conflict between the increasingly business-oriented and profit-driven health care en-
vironment and the physician’s desire to provide optimal care. On a personal level, this conflict
can mean physical and emotional exhaustion, resulting in difficult choices such as restricting
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one’s practice, curtailing all commitments except direct pa-
tient care, leaving the academic setting, setting up a cash-
only practice, or early retirement. On a societal level, it can
result in the unwillingness of physicians-in-training to take
on the burdens involved in this subspecialty and the pre-
mature loss of practicing child neurologists.

At most medical centers, a well-defined, uniform patient-
schedule template for all neurologists, regardless of sub-
specialty, removes variability and for many practices,
establishes an agreement between the physician and employer
about how much clinical work a physician will be expected to
perform. The work relative value unit (wRVU), as a system of
work value, has been developed and verified as a measure of
work. Although the fairness of work value between a cognitive
service such as an office visit and a procedure such as an
appendectomy can be disputed, the work, as estimated by the
annual wRVUs when comparing neurologists who perform
only evaluation/management services, should be valid.

In September 2017, the Child Neurology Society (CNS)
convened a special task force to review the practice of child
neurology in the United States. The CNS relative value unit
(RVU) Task Force designed and distributed a survey that
queried child neurologists from both academic and private
practices. The survey covered the use of RVU requirements,
salary and compensation, time allotted for new and estab-
lished patients, administrative and teaching mandates, clinical
and administrative support, weekly face-to-face patient time,
protected time, and educational opportunities. The aim was
to define the challenges faced by child neurologists in pro-
viding optimum patient care and fulfilling the academic mis-
sion of research and education in today’s health care
marketplace. We surveyed 25 academic child neurology pro-
grams of diverse sizes as well as independent private organ-
izations and practices (IPOP). In our initial analysis of the
data, we identified common themes in each division or
practice surveyed. We summarize our data below and offer
specific recommendations.

CNS RVU task force data summary
gathered specifically from child
neurology divisions
Of the 25 academic programs surveyed, 20 provided enough
detail for a complete data analysis.

The programs were divided into small, medium, and large
programs. The small programs2 were composed of less than 5

faculty. The medium programs (12) contained 7–18 faculty
with the majority of programs aggregating between 12 and 14
(median 13). The large programs6 were composed of over 20
faculty, varying between 22 and 64.

There were no substantial geographic differences between
salaries among the various programs, with the exception
being a smaller salary scale (junior vs senior) in the larger
programs.

1. Salaries for 1.0 full-time employees (FTE) ranged from
$175,000 to $350,000 (table e-1, http://links.lww.com/
WNL/B41).
� Small programs:

Median and mean salary of $210,000
� Medium programs:

Junior faculty—median salary $191,500; mean salary
$191, 917
Senior faculty—median salary $273,500; mean salary
$285,455

� Large programs:
Junior faculty—median salary $165,000; mean salary
$164,400
Senior faculty—median salary $290,000; mean salary
$271,000

2. In 100% of programs surveyed, salary increases were based
on years of experience or academic rank, but bonus
structures varied considerably, as described in no. 4.

3. Minimum wRVU requirements for 1.0 FTE positions were
variable(table e-2, http://links.lww.com/WNL/B41):
� Small programs:

Mixed: 4,891 wRVUs (range 4,800–4,981)
� Medium programs:

General neurology: 3,060 wRVUs (range 2,200–3,800)
Mixed: 4,365 wRVUs (range 4,000–4,980)
Epilepsy/proceduralist: 4,490 wRVUs (range
3,200–6,000)

� Large programs:
General neurology: 3,309 wRVUs (range 3,023–3,500)
Mixed: 4,200 wRVUs (1 program only)
Epilepsy/proceduralist: 4,361 wRVUs (range
3,900–7,177)

4. A financial bonus was available in most divisions and was
generally rewarded for exceeding wRVU targets. Clinical
neurophysiologists (procedure-based pediatric neurolo-
gists) could have bonuses exceeding $150,000.
� Most bonuses were generated by exceeding wRVU

targets:
◦ One program used a pooled bonus divided equally

among the faculty.

Glossary
CNS = Child Neurology Society; FTE = full-time employees; IPOP = independent private organizations and practices; NP =
nurse practitioners; RVU = relative value unit; wRVU = work relative value unit.
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◦ Many programs had a fixed base with incentive,
incentive primarily wRVU based, with a small
amount for educational effort and teaching, as well
as research.

◦ Minor incentives were given for patient satisfaction
and citizenship (e.g., membership on hospital or
university committees).

◦ Some programs had bonuses fixed to wRVU target.
If the physician exceeded the wRVU target, the
physician would receive between $30 and $40/
wRVU above the target.

◦ In one large program, there was a tiered approach to
distribution of bonuses (clinical participation = 60%;
service in pursuit of academic, clinical, educational
mission = 20%; discretionary = 20%).

◦ One medium program provided bonuses deter-
mined by 50% productivity and 50% service.

◦ One program had no bonuses, with 85% fixed salary
and 15% at risk, depending on whether the physician
met the targeted wRVU goal.

◦ Two medium academic programs, or 10% of all
programs surveyed, had no bonus structure.

� Overall, in those 18 programs with bonus structure:
◦ A total of 9/18 or 50% of programs had a bonus

structure based solely on wRVUs.
◦ A total of 9/18 or 50% of programs had a bonus

structure based on wRVUs, with small incentives
for teaching, research, citizenship, and patient
satisfaction.

◦ One program divided the pooled bonus equally
among faculty with small incentives for citizenship,
education, research, and significantly high volume of
wRVUs.

5. One institution surveyed had a reduction in salary. The
faculty of this program were required to pay back the
university at the end of the fiscal year if wRVU targets were
not met.

6. Clinic visits: Most programs allowed 60 minutes for new
patients and 30 minutes for established patients.
� Small programs: 100% had 60/30 minutes.
� Medium programs: 10/12 or 84% of programs had 60/
30 minutes.

� Large programs: 5/6 or 84% of programs had 60/30
minutes.

7. Clinic sessions: Most programs required 7–8 sessions per
week (half day), with 32 hours of actual face time/week.
Many hospital/clinic administrators are pushing for 36
hours of actual face time/week(table e-3, http://links.lww.
com/WNL/B41).
� Small programs had 6 sessions per week.
� Medium programs had an average of 7.75 sessions per
week.

� Large programs (1 FTE) required 7 sessions per week.
8. Most programs received no educational support. Only one
programwas given 10%wRVU credit for education. Ninety

percent of programs had minimal or no educational
support, except for variable support for the residency
program director, as mandated by the Accreditation
Council for Graduate Medical Education (Residency
Review Committee requirements). One program provided
5% administrative support, 5% teaching support, and 10%
initial research support for the faculty.

9. One program, out of the 25 surveyed, provided 10% initial
research support. The remaining programs required faculty to
obtain grants/outside research funding for research support.

10. Challenges:
� Increasing clinical demands with no additional resources
� Patient access, an issue for all divisions, with adminis-
trations often pushing for more face-to-face time

� The electronic medical record was identified as a stressor
for physicians across all divisions and practices, especially
with increasing documentation requirements mandated
by Meaningful Use. Most physicians complete their
notes at night or on weekends, with no additional wRVU
credit. According to an American Academy of Neurology
(AAN) survey, 31% of neurologists spend 1–4 hours per
week after clinic completing their clinic notes; 34% of
neurologists estimate they spend 5–9 hours per week
after clinic completing their notes; 41% of neurologists
estimate they spend over 10 hours per week after clinic
completing their notes.2

� Variability of third party/insurance contracting
� Obstacles of regulations and authorizations for ordered
services and medications

� There are large variances in physician support for patient
care. For example, in some practices, a nurse performs
almost all patient phone call activities, whereas in other
practices, the physician is required to return all patient calls.

� Current Procedural Terminology has now created (and is
creating more) new transition of care codes and non-face-
to-face codes that can improve patient care. Physicians
and hospital systems could use these codes to increase
wRVU volume, but no practices surveyed have begun to
utilize them, as they require changes in the standard
operating procedure and infrastructure, including expen-
sive information technology system builds that have not
been implemented.

11. Provider burnout was reported as high among divisions, with
all but one division reporting signs and symptoms of burnout
in many of their faculty. In Neurology, Busis et al.6 discussed
the 3 dimensions of burnout, including emotional exhaus-
tion, depersonalization (feelings of cynicism and detach-
ment), and a sense of ineffectiveness at work (low sense of
personal accomplishment). The authors identified 6
domains associated with an increased risk of burnout,
including workload, control, reward, community, fairness,
and values. They also noted that burned out physicians may
have impaired clinical judgement and lack of empathy,
resulting in poor patient care and satisfaction. Furthermore,
neurology is identified as one of the few specialties with both
high rates of burnout and low satisfaction with work–life
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balance. Physician burnout among child neurologists is very
similar to physician burnout in adult neurologists, estimated
to be over 86%. As a result, the physician workforce may
shrink, due to attrition from clinical practice and fewer
entering the specialty.

Our survey results are consistent with the findings identified by
Busis et al. The burnout statistics from our survey are as
follows: More than 90% of divisions identified some degree
of burnout, as defined above, in their faculty. Perhaps more
intriguing, 5/20 or 25% of the division chiefs, while
acknowledging burnout in their respective faculty, told us
that “we don’t discuss it.”

In the 2 small programs, the physicians take call every night,
read 2–6 EEGs per day, and have 6 sessions per week, with at
least one symptom of burnout in every physician.

12. Nurse practitioners (NP), residents, and fellows augment
the wRVU totals, artificially inflating the wRVUs for
faculty who have less than a 1.0 FTE position (i.e., faculty
with .3 FTE or .5 FTE positions who see patients with NP,
residents, and fellows in addition to their own required
clinic time).

13. Activities that do not generate revenue are as follows:
� Charting after the clinic visit
� Phone calls to patients or coordinating care after the day
of service

� On-call responsibility that can be highly variable in work
intensity and work frequency

� Teaching of medical students, residents, and fellows
� Peer-to-peer calls
� Medication changes and charting between office visits
� Reviewing laboratory and test results
� Reviewing records
� Hospital committee meetings and other mandatory
meetings

� Coordinating care between visits (obtaining prior
authorizations, reviewing laboratory and test results)

� Teaching and other mandatory conference attendance
� Continuing Medical Education activity
� Reviewing for academic journals
� Unfunded research and assisting trainees with their
mandatory research

The results of the survey conducted by the CNS RVU task
force reveal that, nationally, the expectation for a full-time,
clinical faculty member is at 32 hours of patient face time per
week. The time allotted for patients, while predominantly still
at 60 minutes for a new patient and 30 minutes for follow-up, is
under pressure to be reduced.

Based on discussions of the CNS RVU
task force:
1. The wRVU should not be used as the sole basis of

compensation. Although the wRVU is a reasonable
measure of work by which physicians performing the same
type of work can be compared, it does not apply to

physicians performing different types of work. The wRVU
does not reflect the loss of sleep and additional stress
required for taking night call and the work intensity of that
night call. Child neurologists who are awakened repeatedly
through the night and have no guaranteed sleep following
their night call (which can extend for a week or more) do
not generate any wRVUs during these nighttime hours, yet
are performing a service that is critical to any hospital’s
function. In some hospital-based practices, there are no
residents or fellows buffering the workload of the attending
neurologist from this nighttime duty.

Furthermore, using the wRVU as a way to calculate the revenue
generated by the physician’s work is flawed. Both the technical
wRVU and downstream revenues generated by that physician
work, and the bed charges for those performing inpatient
work, not only supports the total functioning of the hospital
but also the physician’s salary. For example, in a perfect but
unrealistic scenario, a child neurologist with 32 hours face
time/week spending 60 minutes for new patients and 30
minutes for established patients, working 46 weeks per year,
billing at the highest consult and follow-up levels for all
patients, with a 100% show rate, the wRVU generation would
be 128 wRVUs per week × 46 weeks for a total of 5,888
wRVUs per year. If each wRVU generated $54.17 per wRVU
(the calculation used at one of the free-standing children’s
hospitals) regardless of reimbursement, the highest possible
revenue generated would be $318,952. In addition, there will
be another several hours of unreimbursed time related to the
32 hours face time/week and additional hours dedicated for on
call duties. Medicaid contracts pay a fraction of that
reimbursement. Therefore, the wRVU compensation model
is both unrealistic and unsustainable, generating insufficient
revenues to support reasonable compensation and not
allowing time for non-patient-care duties. According to 2
colleagues on this committee, both of whom independently
reviewed their faculty productivity and billing practices, the
maximum wRVU generation per year for a non-procedure-
based child neurologist was 3,200 wRVUs per year. Using the
same calculation—that each wRVU would generate
$54.17—the total revenue would be $173,344, and half that
value for practices with a predominant Medicaid population.
This is not enough revenue to pay a physician salary when
overhead (40%–50% of salary) and the cost of benefits (25%
of salary) are considered.

Therefore, the contention that the wRVU should be the only
measure of value to determine a physician’s compensation is
not valid, particularly if the mission of the practice, hospital, or
medical center includes teaching, research, other scholarly
activities, and community engagement. In harmony with
present government trends of shifting from a fee-for-service to
value-based models of reimbursement, models of measuring
and determining physician value and compensation should
evolve to alternative, innovative, and pragmatic prototypes that
can eventually replace and eliminate the future use of wRVU.

2. The current wRVU expectations, using data obtained from
Sullivan Cotter or ECG, based on 2018 survey data, place the

78 Neurology | Volume 94, Number 2 | January 14, 2020 Neurology.org/N

Copyright © 2019 American Academy of Neurology. Unauthorized reproduction of this article is prohibited.

http://neurology.org/n


wRVU expectations of child neurologists working at the 75th
percentile at 4,827–4,935 wRVUs, the 90th percentile at
6,019–6,286 wRVUs, and the median percentile at
3,838–3,838 wRVUs.3,4 Most institutions mandate that child
neurologists work at the 75th percentile or above. These
wRVU expectations, even at the median percentile, make it
impossible to provide the quality of care expected of child
neurologists, who are often asked to deal with complex
problems that require timewith the patient as well as the time
to review the records andmedical literature. This is especially
true in small group practices that cannot afford having child
neurologists with subspecialties in epilepsy, neuromuscular
disorders, concussion, headache, and demyelinating disor-
ders or in those child neurology practices that have general
child neurologists who perform only a few procedures. Our
CNS survey results differ from what is often presented by
administrations as the mean RVU figure for child neurolo-
gists, raising valid questions about the basis for these figures.

3. Making wRVUs the sole basis of compensation is a design
for failure with respect to promotions of junior or middle
level faculty in academic centers, who are pursuing clinical
research projects and fulfilling other requirements for
academic advancement (see the table, criteria for pro-
motion). By not providing alternative means of support,
there will not be enough time to fulfill these criteria.

4. The ever-increasing problem of physician burnout is partly
attributable to efforts to meet the demands for time spent
with patients while also meeting the criteria for promotion.
Physician burnout among child neurologists is very similar to
physician burnout in adult neurologists, estimated to be over
86%.5,6 Our survey indicated that over 90% of child neurology
academic divisions had faculty who had at least some signs or
symptoms of burnout, as outlined in the data summary.

5. A substantial barrier to obtaining accurate data collection
with respect to the average wRVU generation of child
neurologists is statistical manipulation or misrepresenta-
tion when it comes to ECG and Sullivan-Cotter data. As an
example, in a division with residents, fellows, or NP, and
with faculty who have designated administrative time/
research time, the wRVU generation of a 1.0 FTE faculty
becomes artificially inflated. Many of the queried child

neurology divisions acknowledged this, noting, for exam-
ple, a 0.3 FTE faculty member may add on additional
clinics, staff a resident clinic, or sign off on NP clinic notes.
This results in an artificially high wRVU for a part-time
clinical faculty member, which, when extrapolated to a full
1.0 FTE, distorts the FTE RVU figure. (This may explain
the discrepancy between our survey results and the figures
for the mean RVU from other sources.)

6. In communities that may be considered less desirable by
young child neurologists, typically those that are small or
rural, the divisions can be composed of only 2–3
neurologists. Access is difficult, workloads are great, and
pressure by administration high. These divisions often have
difficulty retaining child neurologists. To recruit additional
child neurologists and to avoid losing all their child
neurologists, administrators often recruit child neurologists
using high introductory salaries and reasonable work weeks
(e.g., 6 half-day sessions or 24 hours of face time per week).
Once these recruitment efforts are successful, there is
increasing pressure to increase the work week, add on
patients, and decrease the amount of time spent with new
and return patients. Salaries are not progressive and
stagnate. Often, the newly recruited child neurologists
leave, resulting in a repetitive cycle. The administrators
may understand this only after the damage is done and the
child neurologists have left.

7. Salaries are regressing to themean. There is not a progressive
salary structure among child neurology divisions. There are
larger initial salaries, but stagnation of salaries exists at the
top, penalizing seniority.

8. The experience andwisdomof senior child neurologists cannot
be easily translated into wRVUs—or, for that matter, time to
next appointment or hospital readmission rates, for example.

9. We train the future generation of child neurologists, yet we
receive no compensation for our educational activities.

10. Child neurology is a necessary service. A children’s
hospital cannot operate without child neurologists who
perform consultations in the pediatric intensive care unit,
neonatal intensive care unit, and medical–surgical floors
or have residency programs that require child neurology
training (to comply with regulatory mandates).

11. The cohort of child neurology patients is growing,
while the workforce pool of child neurologists is
diminishing.

Recommendations
For the sake of the children we care for, the students and
residents we are charged to train, the members of the child
neurology community, and the discipline of child neu-
rology itself, we propose the following for academic
settings:

1. The decisions regarding clinical productivity take place in
a transparent discussion, considering the mission of the
hospital, medical center, university, or other corporate

Table Recommendations for criteria for promotion

Criteria for promotion to clinical associate professor

A high level of skill in teaching, advising, or mentoring, and as
a practitioner, and who has contributed actively to clinical or research
programs. The individual must have a regional reputation in his or her
area of expertise. Scholarly activity will be given positive consideration.
Service to the university, its affiliates, or to the profession will be given
positive consideration where a substantial role can be documented.

Criteria for promotion to clinical professor

Excellence in teaching, advising, or mentoring, and as a practitioner, and
who has contributed actively to clinical or research programs. The
individual must have a national reputation in his or her area of
expertise. Evidence of scholarly activity is required. Service to the
university, its affiliates, or to the profession will be given positive
consideration where a substantial role can be documented.
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structure, as well as the actual job description of the
physician who will be delivering that care. Job descriptions
based on human resource offices should be reviewed and
updated to reflect the actual work and duties of each
physician.

2. The consultant’s statistical methods for determining average
wRVU production should be disclosed. The current data
appear to reflect a blend of private practice and academic
practice, even in communities without private practice child
neurology services, without any consideration of the
difference between a neurologist who performs clinical
neurophysiology vs a non-procedure-based, general
neurologist.

3. wRVUs should not be used as the sole basis of
compensation for child neurologists. There are other
tangible and essential requirements that require time during
the work day, and these should be accounted for in detail
before coming to any firm decision regarding annual wRVU
requirements. wRVUs can be used as part of the
calculations, but other contributions should be included.
� Downstream revenue should be a part of the evaluation
for compensation, using the mission statement and job
descriptions. We were able to obtain downstream
revenue data from 4 academic institutions. The
collective downstream revenue per child neurologist
(procedure-based combined with non-procedure-
based) was estimated to be between $1.2 and $2.0
million dollars per child neurologist per year. These 4
institutions declined to be identified. In many institu-
tions, these data are carefully guarded and difficult to
obtain.

� Child neurology services that are essential to the
maintenance of a functioning medical center do not
generate wRVUs. Although many of these duties are not
unique to this specialty, some of the duties are over-
represented in this specialty. This includes, but is not
limited to, the volume of phone calls at night from the
emergency department requesting phone consultation,
phone calls at night from various intensive care units, and
phone calls from colleagues during the day for curbside
consultations, none of which generate wRVUs. Much of
this work is performed at night, during normal sleep time,
which is essential, but most programs have no method of
tracking or reacting to sleep deprivation. Although there
are health concerns and patient safety concerns that should
be addressed separately, extra consideration should be
given for reducing the wRVU requirement for those
practices that require nighttime work more frequently. In
addition, children entering our care will also ultimately be
generating revenue for radiology, orthopedics, and other
specialties within the organization. The downstream
revenue argument works both ways but neurology,
specifically, is the nidus of activity for entry into the
medical system rather than a competitor’s medical system.

� There needs to be recognition of the value of the input
into the system that general child neurologists

(nonproceduralists) bring. These general child neurol-
ogists feed the neuroscience enterprise. They are not
a loss-leader scenario. Rather, these general child
neurologists are an essential part of the corpus of child
neurology. We also need to explain clearly to our
respective institutions why the providers who serve and
bring patients into the health care system cannot possibly
meet the productivity measures set by ECG and Sullivan
Cotter, given that they do not have procedures to
increase their wRVUs. Furthermore, the productivity
measures for general child neurologists do not consider
the current deficiencies in scheduling, no-show rates, and
same-day cancellations. None of these factors is under
the control of the providers. Call responsibilities are also
not accounted for adequately using the wRVU system,
specifically, the need to be available 24/7 and the many
interruptions during the day and night while on call.
Expectations for our general neurology providers must
be realistic and achievable and recognize the deficiencies
in our systems.

� If the mission of the employer/institution includes
education or research, the clinical faculty without
extramural research support should have reduced
clinical time and wRVU requirements to enable them
to achieve the criteria for promotion (table). Specifi-
cally, those full-time clinical faculty in an academic
center, pursuing promotion without extramural re-
search support, should be expected to do no more than
5 or 6 half-day clinical sessions per week (20–24 hours
of face to face clinical time. The decision for clinical
time should be determined by the child neurology
division, not administration.

� Clinic schedules should allot 60 minutes for a new
patient and 30 minutes for established patients.

� Clinic time should be reduced when the individual has
inpatient care responsibilities.

� Metrics should be developed to provide adequate
support services that allow child neurologists to practice
at the top of their license, rather than performing duties
that might best be completed by others.
◦ Clinical support staff are needed to respond to

patient telephone calls, facilitate prescription refills,
and complete forms (school forms, seizure action
plans, Family Medical Leave Act forms, Supple-
mental Security Income forms).

◦ Scribes are needed to assist with completion of
clinical notes at the time of the visit.

◦ Advanced practice providers (NP and physician
assistants) are needed to to work collaboratively and
independently with physicians to enhance access.
Advanced practice providers are particularly capable in
designing and managing subspecialty clinics, including
headache clinics, first seizure clinics, and febrile seizure
clinics.

◦ Administrative support is needed to relieve neurol-
ogists from administrative tasks such as prior
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authorization, faxing forms, taking information for
prescription refills, and typing manuscripts.

◦ Social workers are needed to help families manage or
gain access to insurance, financial support services,
child assistance programs, and so forth.

◦ Educational psychologists are needed to assist families
in obtaining appropriate educational services for their
child.

� Providing education should be compensated. Some
institutions have established academic/research and
educational value units outside of clinic work to
recognize these efforts. This practice should be widely
implemented.

� Startup funds should be provided for clinical research,
along with protected time.

� Global payment models, particularly if they are based
on patient outcomes and the cost-effectiveness of
multidisciplinary teams, should be utilized. There are
several studies that clearly demonstrate the effective-
ness of multidisciplinary teams, resulting in improve-
ment in quality of life, better patient outcomes, decrease
in emergency room visits and unscheduled hospital
admissions, as well as medical cost savings.7,8

� Young junior clinical faculty are expected to make steady
progress toward the criteria for promotion and should be
given wRVU credit for this endeavor. If it is evident, after
a mutually agreed time, that the faculty member is not
pursuing activities required for promotion, an increase in
clinical sessions to 7 or 8 four-hour clinical sessions per
week (28 or 32 hours of direct clinical time) may be
implemented. This can be reconsidered if the faculty
member makes more progress toward promotion.

� Salary support derived from extramural sources will be
used to decrease clinical time, facilitating research or
academic activity.

Independent/private organizations/practices
In reviewing the surveys frommultiple IPOP, there are many
similarities to the academic pediatric neurology divisions,
with a few caveats. As expected, most of the private practice
neurologists have more robust scheduling, ranging from 8 to
10 half-day sessions per week, with each session ranging
from 3.5 to 4 hours. As with many clinical child neurologists
in academia, the physicians in private practice (IPOP) pro-
vide 45–60 hours per week in clinically related tasks, with
20%–30% not billed or reimbursed, performing the tasks
outlined above. All surveyed IPOP are engaged to varying
degrees in academic publications and presentations, clinical
research, or education and training of medical students,
residents, fellows, and others, making the distinction be-
tween academia and IPOP in this area hazy.

The primary differences between academic child neurologists
and IPOP included the feeling of independence and control of
their own destiny in the IPOP groups, as well as high

satisfaction rates among those working in the IPOP envi-
ronment. Higher salaries were also reported.

Additional future steps
An advantage of having both academically oriented child
neurologists and child neurologists in IPOP environments is
that it offers a variety of opportunities/models of practice for
budding child neurologists. It encourages innovation and in-
dependent thinking with respect to the development of
alternatives to the wRVU system of compensation, an un-
sustainable way to gauge compensation. These practice
models may provide new and creative ways for alternative
payment models, practice efficiencies, value-based medicine
approaches, and performance or productivity models of
compensation outside of the wRVU system.

The CNS should nurture, study, and document these different
practice modes. CNS members could learn much about alter-
native models of care for our patients and how practices might
be predicted to change with the ever-changing landscape of
health care delivery. The CNS could become a vibrant partner
with new members by providing resources, acting as a clear-
inghouse for innovative ideas, nurturing (perhaps with small
grants) newways to practice clinical medicine, and encouraging
novel approaches to clinical research and the education of the
future generation of physicians. Historically, academically
based child neurologists have interacted and integrated well
with IPOP pediatric neurologists, but there has been a trend
away from such cooperative and mutually beneficial relation-
ship. The CNS should work toward reestablishing such sym-
biotic ties.

We are in the best position to advocate for our profession. If
we do not actively take part in the solution, we will have to
accept what is handed to us. The new CPT codes (arriving
January 1, 2020) could necessitate shorter appointments and
there is an upcoming change in the reimbursement rate for
current long-term video EEG monitoring (i.e., 95951). There
are opportunities and much work to be done.

If wRVUs remain the sole basis of compensation, there will
a continued high burnout rate and further loss of child neu-
rologists, due to early retirement or a change in careers. The
high workload, coupled with the possibility of declining
compensation, does not bode well for the recruitment of fu-
ture child neurologists. In addition, the reduction of child
neurology training in pediatric residency programs has
resulted in insufficient knowledge among pediatricians for
managing even simple pediatric neurologic disorders. This is
already creating high referral rates and insufficient access to
child neurologists. These factors will only further exacerbate
the critical workforce shortage of child neurologists.

If we act now, we can reverse this trend, specifically by part-
nering with the AAN and the American Academy of Pediatrics.
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With their robust resources, the CNS will be able to change the
methodology by which compensation is determined and im-
plement practical changes.
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